Anaesthesia, not for resuscitation orders, and shared decision-making
In this issue, Keon-Cohen et al report the findings of a survey of Australian and New Zealand anaesthetists' attitudes toward advance care planning (ACP) and not for resuscitation (NFR) orders in the perioperative setting 1 . The authors report that most of the respondents to their survey agreed or strongly agreed that ACP should be a routine part of hospital admission for high-risk patients. Despite this, only about 45% would always follow a NFR order. How do we reconcile this disparity, given that many ACPs would include an NFR order?
Bischoff et al, who the authors have cited, define ACP as 'a process by which people express their values and priorities with the goal of preparing for care at the end of life that is in accordance with their personal preferences' 2 . They go on to explain that ACP can be a complex process requiring many conversations over time, and that decisions and discussions are often documented through the completion of an advance care directive (ACD) or assignment of a durable power of attorney for healthcare' 2 . Advance Care Planning Australia informs patients that advance care planning "lets other people know in advance your wishes about healthcare if you ever become too unwell to make decisions or speak for yourself" 3 . It explains that the process "allows health professionals and direct care workers in aged care to understand and respect a person's wishes, if the person ever becomes seriously ill and unable to communicate for themselves". Advance Care Planning New Zealand makes similar points 4 .
Fortunately, most patients are able to 'speak for themselves', and have the capacity to make decisions, even if they are extremely unwell or have a terminal illness. Under these circumstances there is no need to refer to an ACD. The patient's wishes can be determined directly and contemporaneously, and the scenarios to which NFR orders apply can be discussed and clarified. For example, the NFR order may apply only to non-iatrogenic causes of cardiac arrest. Few anaesthetists would question the right of a terminally ill or an irretrievably suffering patient to have such a request respected. However, a different terminally ill or irretrievably suffering patient may take 'NFR' to include avoidance of an artificial airway, enriched oxygen, positive pressure ventilation, and the use of vasoactive drugs and intravenous fluids, even in the absence of a cardiac arrest. In these situations, patients need to be informed that these interventions are often required as part of a normal anaesthetic, and involve management of reversible side-effects rather than resuscitation per se 5 . They should also be informed that these measures need not necessarily be extended into the postoperative period in the form of postoperative ventilation and ongoing haemodynamic support. After this explanation, there should be further clarification of the patient's wishes, reassurance that the wishes will be respected, and documentation of the process. Perhaps, it is because it is not possible to have this clarification with a patient unable to communicate, that the majority of anaesthetists would not 'always' follow an NFR order. Anaesthetists may also be unfamiliar with the exact legal implications and standing of NFR orders, which vary slightly from state to state in Australia and between Australia and New Zealand 6, 7 .
Not for resuscitation orders are usually prompted either by the futility of resuscitation attempts, or the wish to not prolong severe disability and suffering. Patients may also perceive 'resuscitation' to routinely involve a medical emergency team, chest compressions, defibrillation, intubation, and loss of privacy and dignity. They may not realise that during anaesthesia they may already have an artificial airway in place, and that resuscitation can occur without calling a medical emergency team, and may require only a single defibrillation, without loss of privacy or dignity. Therefore, the patient's exact wishes should be determined after a thorough discussion of the risks and options for management. If the patient cannot communicate, or has lost the capacity to decide for themselves, these discussions should occur with the patient's next of kin or appointed substitute decision-maker.
The most important point made by Keon-Cohen et al is that anaesthetists should be more proactive in asking patients about end-of-life decisions and about their values and goals in relation to their own care. They indicate that this may require more training and education to better enable anaesthetists to initiate and optimise these discussions. On the other hand, they indicate that many high-risk patients are already seen preoperatively at perioperative clinics, which present an ideal opportunity for such discussions.
While ACP was the main topic of their survey, Keon-Cohen et al suggest that collaborative decision-making should not necessarily be limited to NFR orders. They explain that 'there is an increased need to assess the marginal benefits of any treatment in frail patients living with chronic disease'. Anaesthetists may be well placed to inform patients about the risks of a particular intervention, and thereby to influence the decision-making process. The value of shared decision-making about whether or not to proceed with an intervention was highlighted in a recent editorial by Sutherland and Harris 8 . Often only the risk of death is explained during the informed consent process, rather than a more complete discussion of potential futility, with the real possibilities of prolonged morbidity, loss of independence, and even cognitive decline for many elderly patients [8] [9] [10] . Sutherland and Harris recommend the use of structured decision aids, and possibly multidisciplinary high-risk clinics to improve the standard of shared decisionmaking, with anaesthetists leading these initiatives.
More recently, one of the five recommendations of the Australian and New Zealand College of Anaesthetists in relation to the Choosing Wisely Australia program 11 , was to "avoid initiating anaesthesia for patients with limited life expectancy, at high risk of death or severely impaired functional recovery, without discussing expected outcomes and goals of care". 'Goals of Care' is another clinical framework that has been introduced into several Australian hospitals to replace not for resuscitation orders, and to improve decision-making and documentation relating to limitations of medical treatment 12 . It involves assigning a patient's situation into one of three phases of care: curative/restorative (which would be the default), palliative, or terminal, according to patient wishes and an assessment of likely treatment outcomes. Each phase would have its own set of treatment limitations, which might extend beyond not for resuscitation orders alone.
In their discussion, Keon-Cohen et al outline several strengths of their study and sensibly refer to many potential weaknesses. One of the weaknesses is the low response rate (37%) to their survey, although these low response rates have become typical for survey research recently in Australia and New Zealand 13 . Although there did not appear to be a demographic bias in relation to responders versus non-responders, it is possible that attitudes to NFR orders could have influenced a decision to respond. For example, those opposed to compliance with NFR orders may have been more likely not to respond. Alternatively, this group may have felt more inclined to express their feelings by responding. We just cannot know. Therefore, it would be only with extreme caution that the overall responses could be generalised to reflect the broader anaesthetic community in Australia and New Zealand. Nevertheless, what is not in doubt are the varying attitudes identified, and the need for further education and debate about many of the issues raised.
Keon-Cohen et al should be commended for undertaking this survey, and for raising awareness about NFR orders and ACP, and the urgent need for more attention to developing and complying with ACDs in Australia and New
Zealand. More importantly they should be commended for encouraging anaesthetists to engage in more realistic and informed discussion with elderly and frail patients about their care overall, not only about their end-of-life care.
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